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Update: Investigation of Bioterrorism-Related Anthrax 
and Interim Guidelines for Clinical Evaluation 
of Persons with Possible Anthrax 


Since October 3, 2001, CDC and state and local public health authorities have been 
investigating cases of bioterrorism-related anthrax. This report updates findings as of 
October 31, and includes interim guidelines for the clinical evaluation of persons with 
possible anthrax. A total of 21 cases (16 confirmed and five suspected) of bioterrorism 
related anthrax have been reported among persons who worked in the District of Columbia, 
Florida, New Jersey, and New York City (Figure 1). Until the source of these intentional 
exposures is eliminated, clinicians and laboratorians should be alert for clinical evidence 
of Bacillus anthracis infection. Epidemiologic investigation of these cases and surveil 
lance to detect new cases of bioterrorism-associated anthrax continues. 


New York 


To date, the investigations in New York City have identified one confirmed inhalational 
case and six (three confirmed and three suspected) cutaneous anthrax cases; the con 
firmed inhalational and one suspected cutaneous case have been identified since the last 
report (7). The six cutaneous cases were associated with four media companies (A-D); 
the most recent suspected cutaneous case is associated with company D. The most 


FIGURE 1. Number of bioterrorism-related anthrax cases, by date of onset and work 
location — District of Columbia (DC), Florida (FL), New Jersey (NJ), and New York City 
(NYC), September 16—October 25, 2001 
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nfiltrate and a small pleural effusion. She was started on multidrug therapy, including 


xacin, which was changed to azithromycin after 24 hours. On admission, she was 
ile and tachycardic. She had an elevated white blood cell (WBC) count of 11,000 with 
bands. ACT scan on October 19 showed a right pleural effusion, perihilar consolida 
and mediastinal adenopathy. She subsequently had two thoracenteses that pro 


»d serosanguinous pleural fiuid and a bronchoscopy that showed grossly edematous 


chi. Both pleural fluid and bronchial biopsy were positive for B. anthracis by IHC 


t 
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18, the lesion enlarged, was slightly painful 

unt of yellowish fluid. She sought medical care 

hy was noted on physical examination, and she 

The lesion progressed and ulcerated. On October 22, she 
artment and was admitted with a diagnosis of cellulitis 
| vital signs and had a swollen right face and 
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mergency department on October 24 with temperature of 

hest discomfort, mild ¢ kuUgN, Nausea, vomiting, Giar 
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further review indicated medias videning. ACT scan showed mediastinal lymphad 


enopathy, he rrhagic mediastinitis, small bilateral pleural effusions, and a small per 
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cardial effusion. Blood cultures grew B. anthracis. The patient is receiving ciprofloxacin 


fampin 


Florida 


To date, the investigation in Florida has identified two confirmed inhalational cases 


No new cases have been identified since the last report (7) 
Clinical Presentation of Inhalational and Cutaneous Cases 


inhalational anthrax 


| 


To date, CDC has identified 10 patients with confirmed or suspected inhalational 
anthrax associated with bioterrorism. All but the most recent patients were postal work 
ers (six), mail handlers or sorters (two), or a journalist who were known to or believed to 
have processed, handled, or received letters containing B. anthracis spores. The hospi 
tal employee with inhalational anthrax did not process mail but might have carried mail 
to other parts of the facility. Preliminary environmental testing of the patient’s work area 


and home was negative for B. anthracis. The investigation is ongoing. 
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FIGURE 2. Clinical evaluation of persons with possible inhalational anthrax 
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Update: Investigation of Anthrax Continued 


Permanente Medical Group and Inova Fairfax Hospital, Falls Church; M Galbraith, MD, Win 
hester, Virginia. J Eisold, MD, G Martin, MD, Office of the Attending Physician, US Capitai. US 
Dept of Defense. EIS officers, CDC 
Editorial Note: Since the last report (7), six new anthrax cases have been reported 
Three of these cases have occupational exposures similar to previously reported cases 
(7). A fourth case occurred in a mail handler at a facility not previously linked to cases 
but that receives mail from a facility at which cases have occurred previously. Two new 
cases have no discernable epidemiologic link with anthrax cases previously reported or 
sites that are associated with known cases. These new cases suggest that anthrax 
exposure has occurred or is continuing to occur through means that cannot be ascribed 
to known contaminated letters or the paths these letters took through the mail service. 
The public health response to these new anthrax cases will evolve based on ongoing 
epidemiologic and criminal investigations 
Because exposures are being intentionally perpetrated, public health authorities 
must be vigilant for the appearance of new cases in previously unaffected populations. 
Prompt data sharing between law enforcement and public health authorities is essential 


Since September 11, 2001, state and local health departments have been responding 


to many reports of potential bioterrorist threats including letters containing powder, 
suspicious packages, and potential dispersal devices. During September 11—October 17, 
40 state and territorial health officials who responded to a CDC telephone survey esti 
mated that 7,000 reports had been received at their health departments, approximately 
4,800 required phone follow-up, and 1,050 reports led to testing of suspicious materials 
at a public health laboratory (CDC, unpublished data, 2001). In comparison, the number 
of anthrax threats reported to federal authorities during 1996-2000 did not exceed 180 
reported threats per year (Federal Bureau of Investigation, unpublished data, 2001). 
Therefore, although only four areas have identified cases of bioterrorism-associated 
anthrax, health departments throughout the nation are responding to public concerns, 
bioterrorism hoaxes, and threats 

CDC is working with state and local health departments and the U.S. Postal Service to 
develop standardized guidelines for identifying populations that should receive anti 
microbial prophylaxis for prevention of inhalational anthrax. Current challenges include 
dentifying factors that promote the aeresolization of B. anthracis in mail-handling facili 
ties and assessing the risk for anthrax in environments contaminated with B. anthracis 
spores. Safe levels of B. anthracis spore contamination in occupational settings must be 
defined to determine the need for clean-up of contaminated facilities. The current anti 
microbial prophylaxis recommendations address the prevention of inhalational anthrax, 
but CDC also is evaluating measures to prevent cutaneous anthrax. 

Postexposure prophylaxis with a recommended antimicrobial agent for the prescribed 
period of time can prevent inhalational anthrax. In the case of a known contaminated 
letter sent to the office of a U.S. Senator, antimicrobial prophylaxis was administered to 
persons from the area of exposure and first-responders to the incident (7 ). To date, there 
have been no cases of anthrax, even among those who had the greatest exposure. 
Antimicrobial prophylaxis had been recommended for the U.S. State Department mail 
handler with anthrax, but the worker had not started treatment before the onset of 
illness. Public health response must include prompt initiation of prophylaxis for exposed 
persons and systems to promote adherence to a full 60-day regimen 
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Major Cardiovascular Disease (CVD) During 1997-1999 
and Major CVD Hospital Discharge Rates in 1997 
Among Women with Diabetes — United States 


Cardiovascular disease (CVD) is the leading cause of death among all women (7) and 
the risk for death from CVD among women with diabetes is two to four times higher than 
that for women without diabetes (2). The excess risk for death as the result of CVD 


Of 


e 
among persons with diabetes is better understood than the excess risk for CVD morbid 

ty (2). To estimate national CVD prevalence and CVD hospital use among women with 
diabetes, CDC and the Agency for Health Care Research and Quality (AHRQ) analyzed 
data from the 1997-1999 National Health Interview Survey (NHIS) and the 1997 Nation 

wide Inpatient Sample (NIS). Findings indicate that the age-adjusted prevalence of major 
CVD for women with diabetes is twice that for women without diabetes and that the age 
adjusted major CVD hospital discharge rate for women with diabetes is almost four times 
the rate for women without diabetes. These findings underscore the need to reduce risk 


factors associated with CVD among all women with diabetes through focused public 


health and clinical efforts 
The prevalence of CVD among women aged >18 years by diabetes status was 
obtained from a 3-year average of the estimates from the 1997-1999 NHIS, an ongoing 


nationally representative survey providing information on the health of the 
noninstitutionalized U.S. civilian population. Respondents were asked whether they had 
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1 told by a doctor ther health-care provider that they had hypertension, 
heart disease, angina, heart attack, other kinds of heart conditions or heart 
disease, stroke, or diabetes. Major CVD was defined as one or more positive responses 
» the six CVD condition questions, and diabetes was defined as a positive response to 
the diabetes question 

The number of major CVD hospital discharges was estimated from the 1997 NIS, a 
stratified probability sample of hospitals in 22 states. Dis 


represented approximately 60% of all 


charges from the 22 states 

n the United States. Sample data 

were weighted using the American Hospital Association Annual Survey of Hospitals to 
proximate discharges from all U.S. ac 
stricted to major CVD discharges (e.g 


iatic heart disease, and stroke 


discharges | 


ite-care community hospitals. Analysis was 
ischemic heart disease, hypertensive disease, 
having an /nternational Classification of Disease, 
ICD-9-CM) code of 390-448 as the first-listed diag 
osis. Diabetes-related discharges were identified as those with an /CD-9 code of 250 as 


3 secondary diagnosis. Major CVD discharge rates were calculated for the U.S. female 
liation aged 


p ~s P 
Ninth Revision, Clinical Modification ( 


y 


number of major 
scharges estimated from NIS by the estimated number of women with and with 
diabetes obtained using 1 


18 years with and without diabetes by dividing the 


+ 


. 
ité 


997 NHIS data. Rate ratios and rate differences were calcu 
1 for both major CVD prevalence and hospital discharge rates by comparing rates for 


women with diabetes with those for women without diabetes. SUDAAN was used to 
stimates and their standard errors because of the complex sample designs 
of NIS and NHIS 
Major CVD rates were age-adjusted to the 2000 U.S. standard population (3). Trends 
ere assessed by age for major CVD prevalence and for hospital discharge rates, rate 
ratios, and rate differences. The difference between age-adjusted major CVD preva 
ospital discharge rates by diabetes status across all racial/ethnic categories 
iS assessed using 2-tests; a t-test in SUDAAN was used to assess the difference in 
1ge-adjusted major CVD prevalenc 


paring non-hHispani 


a hocr 


e and hospital discharge rates by race/ethnicity, com 
whites, non-Hispanic blacks, and Hispanics. Other racial/ethnic 
ot included because sample size was too small for meaningful analysis 
nq 1997-1999, 72% (95% confidence interval [C!]={+1.8%) of all women with 
tes self-reported having major CVD (Figure 1). The most common CVD condition 
was nypertension (64%; 95 Cl=+1.8 
19%; 95% Cl 


groups were l 


Mabe 


followed by other heart disease or conditions 
+1.5%), coronary heart disease (12%; 95% Cl=+1.2%), heart attack (11 
95% Ci=+1.3%), angina (10%; 95% Cl=+1.1%), and stroke (8%; 95% Cl=+1.0%) (Figure 1). 
The prevalence of major CVD increased with age for women with diabetes from 
40.5% (95% Cl=+4.9%) for women aged 18-44 years to 85.1% (95% Cl 


+3.0%) for women 
aged >75 years (p<0.0001) (Table 1) 


The age-adjusted prevalence of major CVD among 
women with diabetes was twice that of women without diabetes (p<0.0001) (Table 1) 


Age-adjusted major CVD prevalence for women with diabetes was higher for non 
Hispanic blacks (65.2%; 95% Cl=+5.3%) than for non-Hispanic whites (55.7%; 95% 


Cl=+3.7%) (p=0.004) or Hispanics (56.6%; 95% Cl=+6.5%) (p=0.05). The rate ratio of 
major CVD in women with diabetes relative to women without diabetes ranged from 3.0 
(95% Cl=+0.4) for women aged 18-44 years to 1.3 (95% Cl=+0.1) for those aged >75 
years (p=0.09). Although rate differences were greatest among women aged 45-64 
years and lowest among women aged >75 years, no significant trend by age was found 
(p=0.27) (Table 1). 
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FIGURE 1. Prevalence of major cardiovascular disease (CVD) and specific CVD 
conditions among women with diabetes — National Health Interview Survey, 
United States, 1997-1999* 
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} 1997, 772,346 of all major CVD hospital! discharges (28%) had diabetes as a 
dary diagnosis (Table 2). Hospital discharge rates for major CVD among women 
liabetes increased from 22.9 per 1,000 (95% Cl=+4.5) for the youngest age group to 

1,000 (95% Cli=+54.3) for the oldest age yup (p=0.0004) (Table 2). The age 

major CVD hospital discharge rate for women with diabetes was 3.8 times that 

n without diabetes (Table 2). No significant difference was found among racial 

ups for major CVD hospital discharge rates among women with diabetes. The 

o comparing maior CVD hospital discharges in women with diabetes with those 
put diabetes decreased with age from 11.8 per 1,000 (95% Cl=+2.4) in the youngest 
per 1,000 (95 l=+0.4) in the oldest (p=0.04). Rate differences 

> from 20.9 per 1,000 (95 +4.4) in the youngest to 196.5 per 1,000 
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Editorial Note: This report indicates that 72% of U.S. women with diabetes self-reported 
having major CVD. Major CVD prevalence is twice as common and major CVD 


spitalizations are nearly four times as common among women with diabetes compared 


with women without diabetes. These findings are consistent with mortality studies 
documenting that women with diabetes are at much higher risk for death as a result of 
major CVD than women without diabetes (2 

Clinical trials indicate that antihypertensive treatment (4 ), aspirin use (5), and lipid 
owering therapies (6) prevent or delay cardiovascular events. Epidemiologic evidence 
suggests that the risk for major CVD might be reduced through glycemic control (7) and 
the promotion of healthy lifestyles, including weight reduction/obesity prevention, 
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o have implemented the Nationa 

on Program tnat includes puDlic and private partners in the treatment 

of persons with diabetes; this program promotes early diagnosis to reduce 


and mortality asso d with diabetes. CDC supports diabetes contro 


IMs in every state and, in 3, initiated support for cardiovascular health promo 
on, disease prevention, and control programs. Since 1999, CDC has supported REACH 


2010 (Racial and Ethnic Approaches to Community Health) to eliminate racial/ethnic 


disparities in numerous health areas, including diabetes and CVD. Additional information 
on diabetes is available at <http://www.cdc.gov/Diabetes 
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Hospital Discharge Rates for Nontraumatic Lower Extremity Amputation 
by Diabetes Status — United States, 1997 


¥y amputat 


ver extremit 


yn (LEA) is acost 
ite affects persons 


ly and disabling procedure that dispropor 
One of the national health objectives for 


>; with diabetes 


reduce the LEA rate fron 


was to 


1,2 
1 1991 baseline of approximately eight per 1,000 
ns with diabetes to a target of approximately five per 1,000 persons with diabetes 
feview of 1996 data indicated an LEA rate of approximately 11. To estimate the national 
ates of hospital discharges for LEA among persons with and without diabetes and to 
ssess the excess risk for LEA among persons with diabetes, CDC and the Agency for 
Healthcare Research and Quality (AHRQ) analyzed data from the 1997 Nationwide 
Inpatient Sample (NIS) and the 1997 National Health Interview Survey (NHIS). This 
report summarizes the findings of the analysis, which indicated that the age-adjusted 
rates of hospital discharges among persons with LEA who had diabetes were 28 times 


Oo 
that of those without diabetes. This higher rate underscores the need to increase efforts 
to prevent risk factors (e.g 


peripheral vascular disease, neuropathy, and infection) that 
result in LEA among persons with diabetes 
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Nontraumatic Lower Extremity Amputation Continued 


Hospital discharges were estimated from NIS, a stratified probability sample of hos 
pitals in 22 states. Discharges from these states represented approximately 60% of all 
discharges in the United States. Sample data were weighted using the American Hospi 
tal Association Annual Survey of Hospitals to approximate discharges from all U.S. 
acute-care community hospitals. LEA discharges were defined using /nternational Clas 
sification of Disease, Ninth Revision, Clinical Modification (ICD-9-CM ) codes 84.10-84.19 
(traumatic LEA codes 895-897 were excluded). Diabetes-related LEA discharges were 
identified as discharges that included /CD-9-CM code 250 as one of the listed discharge 
diagnoses. LEA hospital discharge rates were calculated for populations with and with 
out diabetes. Estimates of the number of persons with and without diabetes were 
obtained from the 1997 NHIS, an ongoing, nationally representative survey providing 
information about the health of the noninstitutionalized U.S. civilian population (3) 
SUDAAN was used to calculate estimates and 95% confidence intervals (Cls) of NIS and 
NHIS data. The 2000 U.S. standard population was used to adjust LEA rates by age. The 
rate ratio was calculated by dividing the LEA rate for persons with diabetes by the rate 
for persons without diabetes. The rate difference was defined as the difference in LEA 
rates between the two populations. The significance of trends by age was assessed for 
LEA rates, rate ratios, and rate differences, and t-tests in SUDAAN were used to deter 
mine the significance of the difference in mean age by diabetes status and the age 
adjusted rate differences by sex and race. Z-tests were used to assess the difference 
between age-adjusted rates by diabetes status among all sex and race groups. 

In 1997, 131,218 hospital discharges had an LEA discharge diagnosis code; 87,720 
(67%) of these were related to diabetes (Table 1). Among persons with diabetes, 66.7% 
of LEA hospitalizations were paid by Medicare and an additional 8.1% were paid by 
Medicaid. Among persons with diabetes, approximately 52% of amputations occurred at 
or below the foot, and among persons without diabetes, approximately 70% occurred 
between the ankle and the knee or higher. Patients with diabetes-related LEA hospital 
discharges had a mean age of 66 years (95% Cl=+0.3 years), and the mean age of LEA 
discharges not related to diabetes was 71 years (95% Cl=+0.7 years) (p<0.0001). LEA 
rates increased with age in both populations, but rates were higher in the population with 
diabetes. LEA rate ratios ranged from 149 (95% Cl=116—182) to nine (95% Cl=7-10) for 
persons aged <44 years and >75 years, respectively. Rate differences ranged from 3.4 to 
13.8 per 1,000 persons in those aged <44 years to >75 years, respectively. 

The age-adjusted LEA rate for persons with diabetes (5.5 per 1,000 persons with 
diabetes) was 28 (95% Cl=24-31) times that of persons without diabetes (0.2 per 1,000 
persons without diabetes). Regardless of diabetes status, these rates were higher for 
men than women (p<0.0001) and higher for non-Hispanic blacks than Hispanics or non 
Hispanic whites (p<0.05) (Figure 1). Age-adjusted LEA rates were much higher for per 
sons with diabetes for both sexes and all racial/ethnic populations (p<0.0001). 

Reported by: Center for Organization and Delivery Studies, Agency for Healthcare Research 
and Quality, Rockville, Maryland. Epidemiology and Statistics Br, Div of Diabetes Translation 
National Center for Chronic Disease Prevention and Health Promotion, CDC 


Editorial Note: The findings in this report indicate that LEAs occur at a much higher rate 
among persons with diabetes and that diabetes causes approximately 67% of LEAs 
Among persons with diabetes, LEA rates were highest among men, non-Hispanic blacks, 
and the elderly. These findings indicate that LEAs might increase as the U.S. population 
ages and as the prevalence of diabetes increases. Because approximately 75% of LEA 
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ntraumatic Lower Extremity Amputation Continued 


FIGURE 1. Age-adjusted lower extremity amputation hospital discharge rates* 
for persons with diabetes mellitus (DM) and without diabetes mellitus (non-DM), by 


sex’ and race/ethnicity’ — National Inpatient Sample and National Health Interview 
Survey, United States, 1997 
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hospitalizations are paid by Medicare or Medicaid, the increase in prevalence will place 
3 large financial burden on these public health systems 

Among persons with diabetes, LEAs result from the single or combined effects of 
peripheral vascular disease, peripheral neuropathy, and infection ( 7,4 ). Foot deformities 
and ulcers occurring as a consequence of neuropathy and/or peripheral vascular 
disease, minor trauma, and poor foot care also might contribute to LEAs (7,5) 

The findings in this study are subject to at least five limitations. First, because NIS data 
represent hospital discharges and not individual persons, patients with multiple amputa- 
tions within 1 year were counted multiple times; this might have resulted in an over- 
estimation of hospital discharge rates. Second, because NIS data do not include LEAs 
that occurred in federal hospitals and outpatient settings, the analysis underestimates 
the total number of LEA discharges that occurred nationally. Third, because NHIS is 
representative of the noninstitutionalized civilian population, the total population with or 
without diabetes was underestimated. Fourth, race/ethnicity data are missing for 
approximately 20% of the hospital discharges in NIS data; four states contributing to NIS 
provided no race/ethnicity data and one state provided race/ethnicity information for 
approximately 25% of discharges. Therefore, race/ethnicity-specific rates are 
underreported and may be biased if race/ethnicity disease patterns vary across report 
ing and nonreporting states. Finally, because the NIS sample was constructed from only 
22 states, these data might be biased and might differ from estimates of the National 
Hospital Discharge Sample (NHDS). However, in 1997, both data sources produced simi- 


lar estimates of discharges with diabetes as the primary diagnosis (AHRQ, unpublished 
data, 2000). 
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Weekly Update: West Nile Virus Activity — 
United States, October 24-30, 2001 
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Notice to Readers 


Updated Recommendations for Antimicrobial Prophylaxis 
Among Asymptomatic Pregnant Women 
After Exposure to Bacillus anthracis 


The antimicrobial of choice for initial prophylactic therapy among asymptomatic preg 
nant women exposed to Bacillus anthracis is ciprofloxacin, 500 mg tw a day for 60 


days. In instances in which the spec ific B. anthracis strain has been shov ) >penicillir 


t 
sensitive, prophylactic therapy with amoxi 500 mg three time: 
may be considered. Isolates of B. anthracis implicated in the current bioterrorist attacks 


are susceptible to penicillin in laboratory tests, but may contain penicillinase activity (2 
Pencillins are not recommended for treatment of anthrax, where such penicillinase activ 
ty may decrease their effectiveness. However, penicillins are likely to be effective for 
, 


ine 


preventing anthrax, a setting where relatively few organisms are present. Doxycy¢ 


should be used with caution in asymptomatic pregnant women 


Ww n and only when 
ontraindications are indicated to the use of other appropriate antimicrobial drugs 
Pregnant women are likely to be among the increasing number of persons receiving 
antimicrobial prophylaxis for exposure to B. anthracis. Clinicians, public health officials 
and women who are candidates for treatment should weigh the possible risks and ben 
efits to the mother and fetus when choosing an antimicrobial for postexposure anthrax 
prophylaxis. Women who become pregnant while taking antimicrobial prophylaxis should 
continue the medication and consult a health-care provider or public health official to 
discuss these issues 
No formal clinical studies of ciprofloxacin have been performed during pregnancy 
Based on limited human information, ciprofloxacin use during pregnancy is unlikely to be 
associated with a high risk for structural malformations in fetal development. Data on 
profloxacin use during pregnancy from the Teratogen Information System indicate that 
therapeutic doses during pregnancy are unlikely to pose a substantial teratogenic risk 


but data are insufficient to determine that there is no risk (7). Doxycycline is a tetracy 


cline antimicrobial. Potential dangers of tetracyclines to fetal development include risk 
for dental staining of the primary teeth and concern about possible depressed bone 
growth and defective dental enamel. Rarely, hepatic necrosis has been reported in preg 
nant women using tetracyclines. Penicillins generally are considered safe for use during 
pregnancy and are not associated with an increased risk for fetal malformation. Preg 
nant women should be advised that congenital malformations occur in approximately 
2%-3% of births, even in the absence of known teratogenic exposure 

Additional information about the treatment of anthrax infection is available at 
<http:/Awww.cdc.gov/mmwr/preview/mmwrhtml/mm5042a1.htm> 
Reference 

Friedman JM, Polifka JE Teratogenic 

Baltimore, Maryland: Johns Hopkins University Press, 2000:149-95 

-DC. Update: investigation of bioterrorism-related anthrax and interim guidelines 
exposure management and antimicrot : ber 2001. MMWR 2001°:5 
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Notice to Readers 


interim Recommendations for Protecting Workers 
from Exposure to Bacillus anthracis in Work Sites 
in which Mail is Handled or Processed 


CDC has developed interim recommendations to assist personnel responsible for 
occupational health and safety in developing a comprehensive program to reduce poten 
tial cutaneous or inhalational exposures to Bacillus anthracis spores among workers in 
work sites in which mail is handled or processed. Such work sites include post offices, 
mail distribution/handling centers, bulk mail centers, air mail facilities, priority mail pro- 
cessing centers, public and private mail rooms, and other settings in which workers are 
responsible for handling and processing mail. The recommendations are based on the 
limited information available on methods to avoid infection and on the effectiveness of 
various prevention strategies. These recommendations will be updated as new informat 
on becomes available. 

The recommendations are divided into the following hierarchical categories describ- 
ing measures that should be implemented in distribution/handling centers to prevent 
potential exposures to B. anthracis spores: 

* Engineering controls to prevent or capture aerosolized spores 

* Administrative controls to limit the number of persons potentially exposed 
to spores 
Housekeeping controls to further reduce the spread of spores 
Personal protective equipment for workers to prevent cutaneous and inhala- 
tional exposure to spores 

These control measures should be selected on the basis of an initial work site evalu- 
ation that focuses on determining which processes, operations, jobs, or tasks would be 
most likely to result in an exposure if a contaminated envelope or package enters the 
work site. The complete interim recommendations are available at <http:/Awww.bt.cdc.gov>. 


Notice to Readers 


National Diabetes Awareness Month — November 2001 


November is National Diabetes Awareness Month. During 1998 in the United States, 
an estimated 15.7 million persons had diabetes (7). From 1990 to 2000, an increase of 
49% occurred in the prevalence of diagnosed diabetes and gestational diabetes in U.S. 
adults (2); however, lifestyle changes, including weight control and regular physical 
activity can prevent or delay the onset of type 2 diabetes, even in high-risk persons (3). 

During November, 59 state and territorial diabetes control programs, other partners, 
and CDC will highlight activities that increase awareness of the Initiative on Diabetes and 
Women’s Health and of the need for persons with diabetes to receive influenza and 
pneumococcal vaccines. Persons with diabetes should receive pneumococcal and 
annual influenza vaccinations because they are more likely than persons without diabe- 
tes to die from complications of influenza and pneumonia (4 ). In 1997, only half of adults 
with diabetes received an annual influenza vaccination, and one third received a pneu- 
mococcal vaccine (5). 





November 2, 2601 


Readers 


CDC, the American Diabetes Association, the American Public Health Association 
ind the Association of State and Territorial Health Officials cosponsor the Initiative on 
Diabetes and Women’s Health, which has three phases: a report; the National Public 
Health Action Plan for Women and Diabetes; and a national conference. CDC's recently 
published report, Diabetes and Women’s Health Across the Life Stages: A Public Health 
Perspective, is the first major publication to address the unique and serious impact diabe 
tes has on women throughout life and to address the public health implications of these 
issues (6). The publication presents 1) trends in risk factors for diabetes and its complica 
tions during adolescence; 2) the increased risk for offspring to develop diabetes asso 
ated with intrauterine exposure to hyperglycemia; 3) the effect of menopause on health 
status; and 4) the increase in poverty and disability for older women 


Additional information about diabetes is available from CDC, telephone (877) 232 


3422, e-mail diabetes@cdc.gov, and from <http://www.cdc.gov/diabetes> 
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Erratum: Vol. 50, No. 42 


In the article, “Update: Investigation of Bioterrorism-Related Anthrax and Interim 


juidelines for Exposure Management and Antimicrobial Therapy, October 2001,” on 


page 911 two dates were incorrect. The fourth sentence of the fourth paragraph should 

The patient was reported to CDC on October 15, and serologic testing at CDC was 
ositive to B. anthracis.” The first sentence of the sixth paragraph should read, “On 
October 18, the postal facility was closed; the New Jersey Department of Health and 
Senior Services recommended that postal workers at both postal facilities initiate anti 


microbial prophylaxis pending further epidemiologic and environmental investigation 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending October 27, 2001, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending October 27, 2001 (43rd Week)* 
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Provisional cases of selected notifiable diseases, United States, 
weeks ending October 27, 2001, and October 28, 2000 (43rd Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 27, 2001, and October 28, 2000 (43rd Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 27, 2001, and October 28, 2000 (43rd Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 27, 2001, and October 28, 2000 (43rd Week)* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventabie 


by vaccination, United States, weeks ending October 27, 2001, 
and October 28, 2000 (43rd Week)* 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 27, 2001, 
and October 28, 2000 (43rd Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
October 27, 2001 (43rd Week) 
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